The cytological diagnoses of 27 lymph node aspirates were compared with the histological diagnoses or clinical outcome in 23 HIV positive patients. There was agreement between the cytological and histological diagnoses in 14 of the 16 surgically biopsied cases. The clinical outcome in the remaining 11 cases was consistent with the cytodiagnosis. Fine needle aspiration (FNA) is a reliable, miniimally traumatic, cost effective method with high specificity. It is suitable for an initial rapid diagnosis in HIV positive patients with lymphadenopathy. (i Clin Pathol 1993;46:546-566) 
HIV positive patients and those with AIDS often present with lymphadenopathy.' The most common conditions affecting the lymph nodes in HIV positive patients are: reactive changes, including progressive generalised lymphadenopathy (PGL); opportunistic infections with Mycobacterium tuberculosis, Mycobacterium avium intracellulare, Histoplasma capsulatum and Cryptococcus neoformans; and malignant conditions such as non-Hodgkin's and Hodgkin's lymphomas and Kaposi's sarcoma. Clinical examination and radiological investigations on their own have diagnostic limitations. Histological analysis of a biopsy specimen can provide a reliable diagnosis but the method has several drawbacks. It is time consuming, elaborate health precautions must be observed in the operating theatre, and often the patients may be too ill for surgical intervention. Finally, the increasing number of HIV positive patients in recent years has posed an additional strain on theatre time, budget, and resources.
We studied the accuracy of fine needle The palpable lesions were aspirated in an outpatient setting, without anaesthetic. A 10 ml syringe and 23 gauge needle were used and several passes were made. The hand used to immobilise the lesion was protected by a special Kevlar glove (Du Pont, Geneva, Switzerland), which has needle resistant padding on the finger tips. The gloved hand was moved away before the needle was withdrawn from the lesion. No mask was worn, but special care was taken in expelling the aspirate immediately and very closely to the surface of the labelled glass slides to prevent the creation of an aerosol. The material was spread evenly with another slide. All slides were air dried and fixed with methanol. The needle was rinsed with saline and the content was expressed into a test tube for making further slides if required. The slides, needle washings, and request form were sent to the laboratory in a double pocketed plastic bag bearing a health hazard sticker. The stains routinely used in the laboratory were MayGrunwald Giemsa Hodgkin's lymphoma n = 1; Acute abscesses n = 1.
lesions; one aspirate was from an intraabdominal mass taken under computed tomographic guidance. The site of the lymph node aspirates were: cervical n = 14; axillary n = 4; inguinal n = 7; submandibular n = 1; and intra-abdominal n = 1. The cytological diagnoses of the 27 aspirated cases were: reactive changes n = 11; tuberculosis n = 6; other infections (one cryptococcosis, one histoplasmosis, two acute abscesses) n = 4; malignant lymphomas (one non-Hodgkin's lymphoma, one Hodgkin's lymphoma) n = 2; Kaposi's sarcoma n = 4 ( Histological or microbiological confirmation of the cytological diagnosis was available in 59 specimens. The specificity of the cytology in these cases was 93%. Five cases were reported on FNA as hyperplasia and as malignant on histology (Hodgkin's disease three cases, non-Hodgkin's lymphoma one case, and Kaposi's sarcoma one case). The review of the cytological material showed no evidence of malignancy and therefore these five false negative results were interpreted as sampling error.
In our study two cases were reported on cytology as non-specific reactive changes alone (including PGL). Histological examination showed these to be tuberculosis (false negative rate 12.5%). The aspirate of the first case, which was performed at the early stages of the study, contained insufficient material for carrying out special stains. The second aspirate probably represented a sampling error as no acid fast bacilli were shown on the Ziehl-Neelsen stain. The false negative rate reported by Bottles et al in the San Francisco study was 10%,' which is similar to ours.
No false positive results were reported in our study and no malignancy was missed. Our diagnostic difficulties were initially mainly in the area of differentiating tuberculosis from reactive changes which were later remedied by ensuring that sufficient material for routine staining for acid fast bacilli was available in every case. We therefore recommend routine staining for acid fast bacilli on every lymph node aspirate from HIV positive patients. Bottles Although FNA is a relatively simple procedure we emphasise that certain precautions should be observed especially when dealing with HIV positive patients. The aspirator should wear a gown and special gloves to avoid needlestick injuries. Care must be taken in obtaining and transporting the specimens to the laboratory according to standard health regulations for dealing with hazardous material.
In conclusion, we recommend the fine needle aspiration (FNA) of lymph nodes in HIV positive patients as a reliable method for the diagnosis and follow up of cases with lymphadenopathy. The method is accurate, costeffective and acceptable to patients.
